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in pneumonia 


... Into a mixed culture of 
the three organisms 
commonly involved in 
pneumonia... K. pneu- 
moniae, Diplococcus 
pneumoniae, and 
Staphylococcus aureus 
(in this case a resistant 
strain) . . . we introduce 
the five most frequently 
used antibiotics. 
Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five 
leading antibiotics has 
stopped all the organisms, 
including the resistant 
staph! This is Panalba. 
In your next pneumonia 
patient ... in a// your 
patients with potentially- 
serious infections .. . 
provide this extra 
protection with your 
prescription : 
Dosage—1 or 2 capsules 
3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


Panalba’ 


(Panmycin® Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first @ resort 


‘ 
7 # 





The Upjohn Company 
Kalamazoo, Michigan 
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Southwestern Medical Association 


The 41st annual meeting of the Southwestern 
Medical Association, to feature Pediatric Medicine 
and Surgery, will be held in Roswell, N, M., Nov. 
5-7, and is being arranged by the Association in 
conjunction with the Chaves County Medical 
Society and the New Mexico Chapter of the 
American Academy of General Practice. 

The program has been approved for 12 hours 


of Category I Credit by the American Academy 


of General Practice. 


Officers 

Officers of the Association are Dr. A. R. Clau- 
ser, Albuquerque, President; Dr. Russell L. Deter, 
El Paso, President-Elect; Dr. H. D. Cogswell, 
Tucson, Vice-President; and Dr. M. D. Thomas, 
El] Paso, Secretary-Treasurer. 

Members of the Executive Committee are Dr. 
E. W. Lander, Roswell; Dr. David Rusek, Chi- 
huahua City; Dr. John H. Dettweiler, Albuquer- 
que; Dr. James Fritz, Tuscon; Dr. Louis G, Jekel, 
Phoenix; and Dr. Louis W. Breck, El Paso. 


Unusual Topics 
Such unusual subjects to be discussed by the 
speakers in the field of Pediatric Medicine as 
“Reluctance to Attend School”, “Squint”, and 
“Psychogenic Vomiting” are on the program. 
All scientific sessions will be held in the Little 
Theatre at Roswell Senior High School. 


Speakers 
The 10 speakers who will address the meet- 


ing are as follows: 
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Dr. Frederick R. Guilford, Houston, Associate 
Professor of Otolaryngology at Baylor University 
College of Medicine, and Director of the Speech 
and Hearing Clinic and Associate Professor of 
Otolaryngology at the University of Texas 
Medical Branch. 

Dr. Jack S. Guyton, Detroit, Ophthalmologist- 
in-Chief, Henry Ford Hospital. 


Dr. James W. Headstream, Little Rock, Ark., 
Associate Professor of Surgery and Head of 
Division of Urology, University of Arkansas 
School of Medicine. 

Dr. Paul C, Laybourne, Kansas City, Associate 
Professor of Psychiatry, Neurology and Pediatrics, 
University of Kansas Medical Center. 

Dr. James S. Miles, Denver, Associate Pro- 
fessor and Head, Division of Orthopaedic Sur- 
gery, University of Colorado Medical Center. 

Dr. Dan G. McNamara, Houston, Assistant 
Professor of Pediatrics, Baylor University College 
of Medicine, and Director, Cardiac Clinic of the 
Texas Children’s Hospital in Houston. 

Dr. Edward B. D. Neuhauser, Boston, Associate 
Clinical Professor in Radiology, Children’s Hos- 
pital, Harvard Medical School. 

Dr, Edith L. 
Pathology in the Department of Obstetrics and 
Gynecology at the University of Chicago, and 


Potter, Chicago, Professor of 


Pathologist, Chicago Lying-In Hospital. 
Dr. Willis J. Potts, Chicago, Professor of 


Pediatric Surgery, Northwestern University, and 
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Dr. Guilford 





Dr. Guyton 





Dr. Headstream 


Surgeon-in-Chief, The Children’s Memorial Hos- 
pital, Chicago. 

Dr. Frederic Speer, Mission, Kansas, Director 
of Pediatric Allergy Clinics at the University of 
Kansas Medical Center and Children’s Mercy 
Hospital, Kansas City, and Assistant Clinical Pro- 
fessor of Pediatrics at the University of Kansas. 


Special Sessions 

Sectional meetings in Ear, Nose, and Throat, 
and in Opthalmology will also be held during the 
meeting. 

Dr. Emmitt Jennings, Roswell, president of the 
Chaves County Medical Society, is general chair- 
man in charge of the program. 

Committee members, all of Roswell, are: 

Program: Dr. Karl Bergener, chairman; Dr. 
Charles Montgomery, Dr. Allen C. Service, and 
Dr. Frederick R, Brown. 

Exhibits: Dr, Robert R. Boice, chairman; Dr. 
Henry R. Hyslop, and Dr. Frederick R. Brown. 


Housing: Dr. George S. Richardson, chairman; 
Dr. Alfred S. Blauw, and Dr. Quentin J. Florence. 


Entertainment: Dr. Howard L, Smith, chair- 


man; Dr. U. S. Marshall, and Dr, E. W. Lander. 


Publicity: Dr. Randall W. Briggs, chairman; 
Dr. Clarence D. Kaiser, and Dr. L. Willard 
Shankel. 

Registration: Dr. Earl L, Malone, chairman; 
Dr. A. R. Pruit, and Dr. I. J. Marshall. 

Golf: Dr. L. M. Kinman. 


Women’s Activities 

Mrs, E. W. Lander, Roswell, is in charge of 
the program of women’s activities. 

Committee members serving with Mrs, Lander, 
are: 

Luncheon: Mrs. Karl Bergener, chairman; Mrs. 
Randall W. Briggs, Mrs. Don R. Clark, and Mrs. 
U.S. Marshall. 

President’s Banquet: Mrs. George Morrison, 
chairman; Mrs. Dan Cahoon, and Mrs. R. P. 
Waggoner. 

Brunch: Mrs. Emmitt Jennings, chairman; Mrs. 
Claude H. Fowler, and Mrs. Margaret Detweiler. 

Finance: Mrs. Charles Montgomery, chairman. 

Dinner-Dance: Mrs. Howard L. Smith, chair- 
man; Mrs. Frederick R. Brown, and Mrs, Quen- 
tin J. Florence. 
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Registration: Mrs, Frederick R. Brown. 

Miscellaneous Entertainment: Mrs, William N. 
Worthington, chairman; Mrs. J. P. Williams, Mrs. 
A. S. Blauw, and Mrs. Henry R. Hyslop. 
9-16—SW Medican Assn. mach 4—Don 


8:30 a.m. 


9:00 a.m. 
9:30 a.m. 


10:00 a.m. 
10:30 a.m. 


11:00 a.m. 


11:30 a.m. 


12:15 p.m. 


1:00 p.m. 


2:00 p.m. 


7:00 p.m. 


8:30 a.m. 
9:00 a.m. 
9:30 a.m. 
10:00 a.m. 
10:30 a.m. 


11:00 a.m. 


11:30 a.m. 


12:15 p.m. 


SCIENTIFIC PROGRAM 
Thursday, November 5 


Common Anomalies of the External 
Genitalia 
James L. Headstream, M.D. 
Asthma in Children 
Frederic Speer, M.D. 
Pediatric Otolaryngology 
Frederick R. Guilford, M.D. 
Exhibits 
Reluctance to Attend School 
Paul C. Laybourne, M.D. 
Fractures Peculiar to Children 
James S. Miles, M.D. 
Soft Tissue Changes as an Aid to 
Early Diagnosis 
Edward B. D. Neuhauser, M.D. 
Luncheon 
Walker Air Force Base Officers 
Club 
Round Table 
Questions and Answers by Morning 
Speakers 
Interim Session 
House of Delegates, New Mexico 
Medical Society 
Cocktails and Dinner 
Roswell Country Club 


Friday, November 6 
Reconstructive Surgery 
James S. Miles, M.D. 
Congenital Heart Defects 
Edith L, Potter, M.D. 
X-Ray Findings in Congenital Heart 
Edward B. D. Neuhauser, M.D. 
Exhibits 
Management of the Child with Con- 
genital Heart Disease 
Dan G. McNamara, M.D. 
Surgical Correction of Congenital 
Heart 
Willis J. Potts, M.D. 
Bladder Neck Obstruction in Children 
James L. Headstream, M.D. 
Luncheon 
Roswell Country Club 
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Dr. Potts 








Dr. Potter 





Dr. Speer 


1:00 p.m. Round Table 
Questions and Answers by Morning 
Speakers 
2:00 p.m. Interim Session 
House of Delegates, New Mexico 
Medical Society 
6:00 p.m. Cocktails, Dinner Dance, Floor Show 
Walker Air Force Base Officers Club 


Saturday, November 7 


8:30a.m. Squint 
Jack Guyton, M.D. 
9:00 a.m. Perinatal Mortality in Twin Pregnan- 
cies 
Edith L. Potter, M.D. 
9:30 a.m. Eczema 
Frederic Speer, M.D. 
10:00 a.m. Exhibits 
10:30 a.m. Recognition of Operable Malfor- 
mations of the Heart in Infancy 
Dan G. McNamara, M. D. 
11:00 a.m. Common Surgical Problems in 
Infancy 
Willis J. Potts, M.D. 
11:30a.m. Psychogenic Vomiting 
Paul C, Laybourne, M.D. 
12:15 p.m. Round Table 
Questions and Answers by Morning 
Speakers 





Exhibitors 
Abbott Laboratories 
Alcon Laboratories, Inc. 
Association of American Physicians and Surgeons, 
Inc. 
Business Forms, Inc. 
Coca-Cola Company 
Eaton Laboratories 
Lederle Laboratories 
Eli Lilly and Company 
Merck Sharp & Dohme 
Mission Pharmacal Co. 
Mosby Books 
V. Mueller & Co. 
National Cash Register Co. 
New Mexico Physicians Service 
Parke Davis & Company 
Sandoz Pharmaceuticals 
G. D. Searle & Co. 
Southwestern Surgical Supply Co. 
E. R. Squibb & Sons 
The Upjohn Company 
U. S. Vitamin & Pharmaceutical Corporation 
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Bracing the Child’s Paralytic Foot 


By Paut R. Harrincton, M.D., Houston 


When paralysis exists in the child’s foot, func- 
tion is naturally aborted. To evaluate the extent 
of paralysis that exists is the orthopedic sur- 
geon’s responsibility. 

Immediately, it is essential that the orthopedic 
surgeon establish a format of treatment and ob- 
servation which will carry the patient to com- 
plete restortation of function and normal devel- 
opment to maturity. This is the ideal situation. 
So many times our aim, hope, desire is impos- 
sible to obtain in the child’s paralytic foot. 


Sequence of Events 


The sequence of events in the paralytic foot is 
aborted function, imbalance, deformity. As de- 
formity progresses, other elements of the ex- 
tremity stability become less and progress to 
deformity. 

The armamentarium we have at our disposal, 
listed in the order usually applied, is: 


1. Physical therapy and re-education 
2. Orthetics 
3. Surgery 
a. Tenotomies 
b. Motor transplants 
c. Neuronectomies 
d. Bone blocks 
e. Osteotomies 
f. Fusions 
The majority of cases do quite well and 
progress to maturity by the use of the first two 
categories of treatment. However, in the paralytic 
foot in children a combination of deforming 
functional position will often occur. 
These deformities are forefoot varus with 
combinations of calcano-equino-cavo or simple 
metatarsus varus. 


Major Elements 


The foot arrives at this undesirable status by 
gradual permission. The major insulting elements 
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are the heel tendon, intrinsic muscles of the foot 
and the cooperation of the patient and parents. 

The conventional orthesis for the lower extre- 
mities have always seemed deficient to me. In 
the past ten years I have been using an orthetic 
device to assist the foot in maintaining its balance 
and forcing the forefoot to work in walking 
balance regardless of muscle power. 


The transmission of stress thorugh the foot 
and out the toes with a take-off cannot help 
but improve the gait and retard progression of 
deformities. 


As the foot is set down in anticipated weight 
bearing, the subastragalar joint defines weight 
bearing into the os calcis, If an abnormal un- 
balanced pull takes place in the forefoot as weight 
bearing is passed foreward the subastragalar 
joint starts the imbalance. 


Stress Transmitted 


This imbalance is usually a torsional stress. 
This torsional stress is transmitted and affects 
the whole lower extremity balance. As imbalance 
progresses into a varus forefoot associated with 
a calcano, equino, cavo or simply metatarsus 
varus, weight bearing foot balance is lost and 
progressive deformity is inevitable. 


The primary element of function of the fore- 
foot from the metatarsals to the toes is take- 
off. It seems reasonable that if we could force 
the forefoot into take-off stress, imbalance could 
be aborted and deformity be deferred. 


The following observations have been made 
regarding this orthetic device: 


1. Promotes pressure through the forefoot and 
stimulates growth of the metatarsals. 


2. Improves general balance on a weak or flail 
lower extremity. 


3. Prevents abnormal varus and calcano-cavo- 
positions. 
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Figure 1. 
orthesis with an angular attachment to a stirrup 
ankle joint (D) showing metatarsal pressure strap 
(A). The restricting strap (B) takes the counter 
pressure created by (A) as the gait progresses 
through the step. The distances (V) are all the 
same, 


A diagramatic sketch of short leg 


4. Keeps the heel tendon lengthened. 


5. Retards subastragalar shift into undesirable 
position. 


6. Allows shortening of some long leg bracing 
because of its knee stabilizing action. 

7. Easily applied to any strirrup Brace. 

8. Prevents pressure sores. 


9. Holds foot in good Oxford shoe. 


Mechanics. As the tibia is taken forward by 
momentum on the ankle, the metatarsal strap 
creates a downward pressure at point A. The heel 
is kept down by this pressure as the ankle shifts 
forward until an equalizing balance force is 
reached, then the heel will rise as momentum 
is carried out. 
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At this point the relationship of point A and B 
remain the same and pressure is transmitted 
into the forefoot. The plantar fascia is stretched 
dorsum of 


this pressure on the 


to counteract 
the arch (fig, III). 





Figure II. A and B show how little the ankle 


moves in stepthrough phase of the gait. 


Stepthrough 


The short flexors which are often 


work in the stepthrough phase, causing meta- 


prone to 


tarsus varus as well as pes cavus action is aborted 


by proprioceptive reflex. 


This same reflex activates the posterior muscles 
of the knee by creating a premature quadriceps, 
proprioceptive reflex stimulation; and the patients 
often walk with a slight flexed or neutral knee. 
The more flexion of the knee, the more pressure 


at A. 





Figure III. Front and side views of the orthetic 
device for paralytic foot with metatarsal pressure 


strap. 


SOUTHWESTERN MEDICINE 





ad 


—_ 








The pressure at A never becomes acute or severe 
as the step is completed, because of the change 
in the ankle as the heel is raised. In this stabi- 
lizing pressure, the other foot is brought through 
for the anticipated reciprocal step. This short 
instant of forefoot pressure with ankle and foot 
stability improves the gait. 

One does not have a sense of pain or extreme 
pressure, but one of stability with resiliency. 

When the patient is standing neutral, the 
metatarsal starp is not engaged, Actually, it 
should be loose enough to shift back and forth. 
If the brace is made close to specifications, about 
10 degrees flexion of the ankle engages the pres- 
sure strap; then the pressure increases till the 
heel starts tilting. Here it remains constant, 
fixing the forefoot to the ground as the ankle 
shifts upward and forward bringing the heel with 
it. There is a sense of sustained support at the 
foot and ankle. 

4520 Rossmoyne 





New Offices For El Paso Physicians 


Two Office buildings, each offering substan- 
tial space for doctors’ offices, are in various 
stages of development in E] Paso. 

The first, the University Towers Building, is 
4 six-floor structure, located opposite Providence 
Memorial Hospital, and is tentatively scheduled 
to open part of its floors in October and part in 
November. The building has window wall panel- 
ing on two sides and solid brick on the other two 
sides. 

The second, the 8888 Office Center, to have an 
early groundbreaking at its location in fast-grow- 
ing northeast El] Paso, will have year-round air- 
conditioned, landscaped patios. The first stage 
of the center will make available 20,000 square 
feet of office space, with the total size of the 
project ultimately scheduled to surpass 100,000 
square feet. 








NEW NEVADA OFFICERS — Left to right, elected at the annual meeting of the Nevada State 
Medical Association in Reno, Aug. 19-22, are Dr. Wesley W. Hall, Reno, President-Elect; Dr. Ernest 
W. Mack, Reno, President; and Dr. William A. O’Brien II1, Reno, Secretary-Treasurer, re-elected 
for his ninth term. 


OCTOBER, 1959 


625 








The Importance of Repeated Examinations in Patients With 
Iron Deficiency Anemia of Undetermined Etiology* 


By Don R. Crark, M.D., Roswell, N. M. and 
Austin S. WEIsBERGER, M.D., Cleveland 


The body economy with respect to iron metabo- 
lism is somewhat unique in that there is no path- 
way for the excretion of iron once it has been 
absorbed.’ The major part of the iron in the body 
is present in hemoglobin, and the only significant 
loss of iron from the body is in this form. Accord- 
ingly, almost without exception, iron deficiency 
anemia in adults is due to blood loss. 


In the male and post-menopausal female there 
is no normal blood loss, and an unexplained blood 
loss in this group is frequently caused by a bleed- 
ing occult gastro-intestinal cancer. 


On the other hand, the menstruating female is 
in a state of precarious balance, usually absorbing 
barely enough iron from the diet to compensate 
for the physiological loss.* Thus there is a tendency 
to explain iron deficiency anemia on the basis of 
abnormal menstruation or multiple pregnancies in 
this age group. 


However, it is unsafe to do this routinely be- 
cause hidden malignancies with occult blood loss 
occasionally occur in this age group. In children 
growth requirements necessitate increased iron in- 
take. Therefore, in children who are on iron de- 
ficient diets, an iron deficiency anemia may be due 
to dietary factors. 


Common Practice 


Because of these considerations it is common 
practice to investigate adult patients with an iron 
deciency anemia for a source of blood loss, espec- 
ially the gastro-intestinal tract. If no lesion is 
found on the initial investigation, and the anemia 
recurs after therapy with iron, it becomes of the 
utmost importance to continue periodic investiga- 
tions in the patient until the cause of the anemia 
is adequately explained. This is especially im- 
*From the department of Medicine, University Hospitals of Cleve- 
land, and the Medical School of Western Reserve University, 
Cleveland. 


+All films kindly reviewed by Dr. Ben Kaufman of the department 
of radiology, University Hospitals of Cleveland. 
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portant because the source of blood loss is fre- 
quently an occult carcinoma which may be cur- 
able if detected in time. 


The following case studies are being reported to 
re-emphasize the importance of repeated examina- 
tions in adult patients of any age with an iron 
deficiency anemia in whom no adequate explana- 
tion was found on the initial examination. Al- 
though the incidence has not been determined for 
the hospital population, carcinoma is a common 
occurrence in this group. The practicing physician 
must continuously bear this possibility in mind. 
Material: 


The case histories have been selected from the 
records of the University Hospitals of Cleveland 
from 1950 to 1959. Only patients with an unex- 
plained iron deficiency anemia for whom sufficient 
follow up studies are available were chosen. In 
each case a diagnosis of gastro-intestinal malig- 
nancy has been made histologically at some time 
following the diagnosis of an unexplained iron de- 
ficiency. Table one lists the sites of these carci- 
nomas. There has been no attempt to make this 
a true incidence report. 


TABLE ONE 


Carcinomas of the ascending colon 
Carcinoma of other parts of the colon 
Carcinoma of the stomach 
Malignancy of the small intestines 


— mm OO 


The diagnosis of iron deficiency anemia was 
made on the basis of finding hypochromic micro- 
cytic red blood cells on a stained blood film, the 
calculation of red blood cell indices, and in several 
cases, the determination of the serum iron content 
and the iron binding globulin capacity by the 
method of Schade, Oyama, Reinhart, and Miller.* 
X-ray examinations performed prior to the his- 
tological diagnosis have been reviewed in all cases 
for which they are available.t 
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Table two summarizes the cases, and gives the 
interval between the diagnosis of iron deficiency 
and discovery of the tumor, and an evaluation of 
the early x-ray examinations. 


TABLE TWO 


Lesion on First 
Final Diagnosis Interval X-Ray 
R.L. 75 F Carcinoma of the colon 7 years no 
L.B. 50F Carcinoma of the colon § 5 years yes (15 mos.) 
S.E. 60M _ Carcinoma of the colon 27 mos. yes 
L.D. 57 F Carcinoma of the colon 14 mos. not available 
L.L. 71M _ Carcinoma of the colon’ 11 mos. yes 
Carcinoma of the colon 7 mos. no 
Carcinoma of the colon 7 mos. yes 
Carcinoma of the colon 5 mos. yes 
Carcinoma of the colon 4 mos. no exam. 
Carcinoma of the stomach 5 years no 
Carcinoma of the stomach 15 mos. yes 
Carcinoma of the stomach 5 mos. no exam. 
Carcinoma of the stomach 8 days no exam. 
Leiomyosarcoma of the 2 mos, no 

ileum 
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Case 1. R. L. The onset of an iron deficiency 
anemia in this 75-year-old white woman is accu- 
rately dated to 1950. She continued to have an 
anemia despite treatment with iron, and repeated 
attempts were made to find the source of blood 
loss by barium enema, gastro-intestinal series, and 
sigmoidoscopies every year until 1957. Then a 
lesion was found that proved to be an adeno- 
carcinoma of the cecum with lymph node metas- 
tases 


Comment: The onset of this iron deficiency 
anemia can be accurately documented to seven 
years prior to the diagnosis of a gastro-intestinal 
malignancy. Repeated examinations failed to 
locate the site of blood loss. A review of available 
x-rays taken during this time do not show the 
lesion even when viewed in retrospect with a 
knowledge of the site of the tumor, Whether this 
represents a malignant degeneration of a bleeding 
benign polyp or carcinoma from the beginning 
cannot be ascertained. 


Case 2. L. B. This 50-year-old colored woman 
was still menstruating, but not excessively, in 1954, 
when she first became anemic. Her anemia was 
thought to be due to iron deficiency, but was in- 
adequately explained. Her attendance at the out- 
patient department was irregular, but she was 
seen in 1957, with symptoms resulting from a 
fecal impaction. In March, 1958, she was admitted 
to the hospital for investigation of her anemia, 
and x-ray examinations of her gastro-intestinal 
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tract were reported as negative. The iron deficiency 
remained unexplained, but the possibility of bleed- 
ing from diverticulitis of the colon was considered. 
She was again investigated fifteen months later 
because of the continuing anemia, and a large car- 
cinoma was present in the descending colon. 


Comment: This is a case of an unexplained iron 
deficiency anemia that was followed without a 
definite plan of investigation for five years. Then a 
large carcinoma was discovered. The barium 
enema films taken fifteen months previously show 
that the carcinoma was almost certainly present 
then. Increased awareness of the significance of an 
iron deficiency anemia on the part of the attend- 
ing physician and x-ray department should have 
led to an earlier diagnosis. 


Case 3. S. E. This 60-year-old negro man was 
investigated for gross rectal bleeding and an iron 
deficiency anemia in April, 1955, with gastro-intes- 
tinal x-rays, sigmoidoscopy, and an air contrast 
barium enema, No lesion was found. He was not 
seen again until July, 1957, when he returned to 
the out-patient department with flank pain and a 
fever due to a pyelonephritis. After treatment of 
his pyelonephritis, a barium enema was obtained 
because of the continuing presence of a hypo- 
chromic microcytic anemia. The x-ray interpreta- 
tion was, “There is no evidence of a constricting 
lesion.—However, the colon contained a large 
amount of gas.—The patient should be returned 
for a repeat examination.” Another examination 
done five days later showed a lesion of the hepatic 
flexure which proved to be a partially differenti- 
ated adenocarcinoma of the colon. 


Comment: When viewed in retrospect, the 
barium enema films taken two years, three months 
previously show poor visualization but a suspicious 
deformity at the site of the carcinoma. During the 
second hospital admission when a barium enema of 
poor technical quality was repeated the lesion was 
demonstrated. This emphasizes the need for re- 
peating unsatisfactory X-ray examinations. The 
lesion may have been the result of a malignant 
change in a benign polyp or may have been carci- 
noma from the outset. In any event early surgery 
might have resulted in a better prognosis. 


Case 4. L. D. This 59-year-old woman was 
found to be anemic in March of 1956. After two 
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months therapy with vitamin injections, the ane- 
mia was found to be due to iron deficiency, and 
then the patient had x-ray examinations of her 
gastro-intestinal tract which were interpreted as 
negative. In May of 1957 she was first admitted to 
this hospital for investigation of her persisting ane- 
mia, and during a barium enema the radiologist 
felt he may not have visualized the cecum. Before 
a repeat examination could be performed, the pa- 
tient developed an intestinal obstruction, and at 
surgery a poorly differentiated adenocarcinoma 
was found to be obstructing the cecum. 


Comment: Persistence of this patient’s severe 
anemia over fourteen months led to her re-hospi- 
talization. A barium enema examination did not 
positively identify the lesion five days before the 
cancer caused an intestinal obstruction. X-ray ex- 
aminations from nine months previously were not 
available for re-examination, but were reported as 
normal. 


Case 5, L. L. This 71-year-old white man was 
originally admitted to the hospital to evaluate a 
normocytic anemia and a renal mass. The mass 
was a benign cyst, and further studies of the ane- 
mia indicated that it was due to iron deficiency. 
Investigation of the patient for a source of blood 
loss was entirely negative, and he was treated 
with oral iron for two months with a return of 
his hematocrit to normal. Iron therapy was dis- 
continued, and ten months later the anemia had 
re-appeared, and more studies of the gastro-in- 
testinal tract at this time revealed an adenocarci- 
noma of the colon. 


Comment: This man’s anemia was the cause 
for investigating his gastro-intestinal tract as he 
was otherwise asymptomatic. In retrospect, the 
lesion in the colon can be seen in the original 
x-ray examination made eleven months previously, 
although this examination was not entirely satis- 
factory due to technical difficulties and should not 
have been accepted as within normal limits, 


Case 6. A. P. This 70-year-old white woman had 
been having periodic blood counts because of a 
thrombocytopenic purpura, and rather suddenly 
developed an anemia in October, 1958. The pa- 
tient declined investigation and was treated with 
oral iron which cured the anemia. However, the 
anemia reappeared when iron therapy was dis- 
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continued, but the patient continued to defer rec- 
ommended examinations, She finally consented to 
have investigative studies after she experienced a 
syncopal episode, and sigmoidoscopy then revealed 
a carcinoma. 


Comment: This patient was being checked regu- 
larly for a condition that may have been con- 
tributing to a blood loss anemia. Because the 
physician attending her persisted in following the 
dictum, “Iron deficiency means blood loss,” an 
examination of her gastro-intestinal tract was 
later. A carcinoma was 


obtained seven months 


then discovered. 


Case 7. R. A. This 60-year-old woman with a 
history of hypertension was admitted to the hos- 
pital with a cerebro-vascular accident. As an in- 
cidental finding she had a hypochromic microcytic 
anemia. Because gastro-intestinal x-ray examina- 
tions revealed diverticula of the colon and a ques- 
tionably deformed duodenal bulb, she was dis- 
charged, much improved from her stroke, with 


as the probable source of her blood loss. Seven 
months later she was again seen in the out-patient 
department with a marked anemia. A barium ene- 
ma at this time revealed a large carcinoma of the 
mid-ascending colon, 


Comment: In this case a questionable deformity 
of the duodenal bulb was accepted as the explana- 
tion of the source of blood loss. This case empha- 
sizes the fact that although non-active lesions are 
found by x-ray examinations, it is unsafe to assume 
that they are the source of blood loss although they 
may rarely cause bleeding. Because of the persis- 
tence of the anemia the patient was re-examined 
seven months later and a carcinoma was found. 
In retrospect the carcinoma can be identified in 
the original barium enema, 


Case 8. F. S. This 67-year-old woman, who at- 
tended the out-patient department, was known to 
have a normal hematocrit in 1955. In February, 
1957, she was noted to have a hypochromic micro- 
cytic anemia as an incidental finding. As she was 
seen on return visits, her hematocrit decreased, so 
x-ray examinations of her gastro-intestinal tract 
were obtained and were reported as negative. Be- 
cause of the persisting iron deficiency anemia she 
was admitted to the hospital in July, 1957, for 
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further studies. At this time a lesion was identified 
in the colon, which proved to be an adenocarcino- 
ma of the cecum. 


Comment: The onset of an iron deficiency ane- 
mia in this case antedates the diagnosis of carci- 
noma of the colon by five months. The persistence 
of an iron deficiency anemia was the reason this 
woman was re-examined five months later even 
though the initial examinations were reported as 
negative. Viewing the original x-ray films in retro- 
spect one can identify the lesion. The responsibility 
for the delay in diagnosing the tumor in this case 
must be shared by the attending physician and the 
radiology department, again emphasizing that an 
increased awareness of the significance of an iron 
deficiency anemia might have led to an earlier 
diagnosis. 


Case 9. G. I. This 27-year-old mother began to 
have symptoms of anemia seven months prior to 
her admission to the hospital. She had no history 
of blood loss, but had had two pregnancies four 
and one-half and one and one-half years previous- 
ly. Four months before her admission the anemia 
was found to be due to iron deficiency, and she 
was treated with oral iron, Because of the failure 
to respond to therapy a barium enema examina- 
tion was performed, and it demonstrated a lesion 
which proved to be an inoperable adenocarcinoma 
of the colon with metastases to the liver. 


Comment: The appearance of an iron deficiency 
anemia in a young woman without excessive 
menses and without gastro-intestinal symptoms 
was the first sign of a carcinoma, The carcinoma 
was found four months later when her gastro-in- 
testinal tract was examined because the unex- 
plained iron deficiency anemia persisted in spite 
of treatment with iron. The delay in this case 
was partially the patient’s fault and partially that 
of the physician, who tried to treat an unexplained 
iron deficiency anemia with iron. It is conceivable 
that this carcinoma could have been curable at 
some time after the symptoms of anemia began. 
This case points out to the clinician that even in 
a young person an occult carcinoma may be pres- 
ent and causing an iron deficiency anemia. 


Case 10. A. K. This 60-year-old man was being 
cared for because of severe spondilitis. In 1947 he 
was admitted to the hospital with a three month 
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history of abdominal pain and an acute episode of 
gastro-intestinal hemorrhage. He had an iron de- 
ficiency anemia at this time, which indicated that 
there had been chronic blood loss as well. An x-ray 
examination of his stomach was difficult because 
of the spine deformity but it was interpreted as 
showing hypertrophic gastritis. He was again ad- 
mitted for investigation of his anemia in 1951, but 
the examinations again did not show a source of 
blood loss, In November, 1952, he was admitted to 
the hospital with an acute abdomen, and a diag- 
nosis of a perforated peptic ulcer was made. How- 
ever, a biopsy taken at the time of the surgical 
repair showed carcinoma of the stomach, Two 
years later an autopsy confirmed the diagnosis of 
carcinoma of the stomach with metastases. 


Comment: This patient is the only one in this 
series in whom pain was a prominent symptom. 
His spondilitis increased the usual difficulties of 
x-ray examinations. There is a five year interval 
between the onset of the iron deficiency anemia 
and the discovery of the gastric carcinoma, 
Whether the patient originally had benign hyper- 
trophic gastritis which underwent malignant de- 
generation or whether he had a newly developed 
carcinoma cannot be ascertained. In retrospect, no 
lesion except increased mucosal folds can be identi- 
fied in the early gastro-intestinal series. 


Case 11. B. H. This 64-year-old woman was 
being treated for carcinoma of the thyroid and 
at the time of an admission for treatment with 
radio-isotopes in February, 1956, a hypochromic 
microcytic anemia is first recorded in her hospital 
chart. This was neither noted nor investigated at 
this time; but she was later admitted to the hospi- 
tal three times for investigation; and treatment 
of her unexplained iron deficiency anemia was 
begun, and finally in May, 1957, a gastro-intestinal 
series revealed an antral lesion which proved to be 
a well differentiated adenocarcinoma. 


Comment: There is a fifteen month interval be- 
tween the appearance of an iron deficiency anemia 
and the diagnosis of a gastric malignancy in spite 
of repeated x-ray examinations of her gastro-in- 
testinal tract. In retrospect there is a suspicious de- 
formity at the site of the carcinoma in the first 
upper gastro-intestinal series obtained twelve 
months previously, 
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Case 12. E. K. This 76-year-old man was seen 
in 1946 for an anemia and hematuria. The anemia 
disappeared without therapy, but an iron deficien- 
cy anemia was found on a routine examination 
three years later. The patient, being asymptomatic, 
refused to have investigative studies for four 
months, but finally consented and a gastro-intes- 
tinal x-rays then showed a gastric lesion which 
proved to be a carcinoma. 


Comment: An iron deficiency anemia was the 
only thing which prompted investigation of this 
man’s gastro-intestinal tract, and his refusal to be 
examined was the sole cause of the delay of four 
months in making the diagnosis of a gastric lesion. 


Case 13. H. R. This 67-year-old man was ad- 
mitted to the hospital because of a thrombo-phle- 
bitis of his leg. At the time of his admission the 
record shows he had a hypochromic microcytic 
anemia, but no notice was made of it. Because 
he began to have gross gastro-intestinal bleeding 
when he was given an anticoagulant in the treat- 
ment of his thrombo-phlebitis, an upper gastro- 
intestinal series was obtained and revealed a lesion 
which proved to be carcinoma of the stomach. 


Comment: This case is included in this series, 
although the interval from the first notation of 
the anemia to the diagnosis was only eight days; 
because it emphasizes that the presence of an iron 
deficiency anemia is sometimes recorded but not 
heeded. Also of interest, this is one of the two 
cases in this series that had thrombo-phlebitis,** 
and is similar to a previously reported case® in 
which a neoplasm was discovered when normal 
amounts of anticoagulants caused gastro-intestinal 
bleeding. 


Case 14. M. M. This 60-year-old man was first 
admitted to the hospital in September, 1956, with 
an acute episode of gastro-intestinal bleeding, and 
his gastro-intestinal tract was investigated without 
a lesion being found. Because of the persisting iron 
deficiency anemia which did not respond to iron 
therapy, he was again thoroughly investigated one 
month later. He was investigated a third time one 
month later, and this time a long gastro-intestinal 
tube was allowed to progress until blood was aspi- 
rated. An exploratory operation at this point found 
a leiomyosarcoma of low grade malignancy in the 
ileum. 
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Comment: Persistent bleeding, iron deficiency 
anemia, and repeated investigation of the gastro- 
intestinal tract led to the discovery of this lesion. 
Two small intestinal x-ray examinations reviewed 
in retrospect with a knowledge of the site of the 
lesion fail to show it. Painless bleeding of iron de- 
ficiency anemia are present in about one-half of 
the cases of small intestinal tumors reported by 
Patterson, Callow, and Ettinger,’ and Darling and 
Welch.*® 


Discussion 


These case studies have been presented to em- 
phasize the fact that an iron deficiency anemia 
in an adult male and post-menopausal female 
is the result of blood loss, When the site of blood 
loss is unexplained at first, it frequently proves 
to be an occult carcinoma of the gastro-intestinal 
tract. 


The prime sites to consider when a source of 
bleeding is not readily apparent upon the first 
investigation are the ascending colon and the 
stomach; for x-ray examination of these sites pre- 
sents difficulties, because they are large flexible 
organs which may be difficult to distend with 
the contrast material. 


It is therefore of the utmost importance to 
have repeated examinations of these sites in pa- 
tients with an iron deficiency anemia, if no lesion 
is found on the first examination, because early 
surgical removal may result in a better prognosis, 
especially in lesions of the colon. 


Unsafe Assumption 


Even in the young menstruating woman it is 
unsafe to assume that an iron deficiency anemia 
is due to physiological bleeding. The physician 
must be alert that, even in cases where the prob- 
able cause of the anemia is menses or pregnancies, 
other causes may occasionally occur. One should 
be especially suspicious if the patient is unable to 
maintain a response to ora] iron therapy, as oc- 
curred in two cases in this series. 


Repeated x-ray examinations of the gastro-in- 
testinal tract are then indicated if the original 
x-ray examinations fail to show a lesion, 


Although one must treat patients with iron 
even when a source of blood loss has not been 
found, one should not forget the etiology of the 
iron deficiency and should follow the patient with 
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repeated examinations until the source of blood 
loss is adequately explained. 


Many Difficulties 


X-ray examination for lesions of the gastro- 
intestinal tract has many difficulties. In six cases 
in this series a lesion can be identified in x-ray 
examinations which were originally interpreted 
as normal. In others, no lesion can be seen on 
X-ray examinations even with a knowledge of 
the site of the lesion. 


The reasons for these difficulties with x-ray 
examinations can probably be grouped under three 
headings: 

1. The lesion is in such a location that it is not 
demonstrable by x-ray examination, 


2. The lesion is obscured by overlying loops of 
bowel or poor preparation of the patient with fail- 
ure to repeat the examination. 


3. The lesion is not interpreted as significant 
because of its size or configuration, and this as- 
sumes importance only in retrospect. 


Each of these have occurred in this series and 
are presented to emphasize that it is the responsi- 
bility of the attending physician to review and 
repeat any examination which does not seem 
satisfactory in a patient with an unexplained iron 
deficiency anemia. 


Absence of Symptoms 


In this series pain or other symptoms of gastro- 
intestinal disease occurred prominently in only two 
patients. Many of the patients were absolutely 
free of symptoms, 


Also, in three cases, examination of the stools 
failed to demonstrate occult blood at one time 
or another, ° 


This indicates that bleeding may be intermit- 
tent with these lesions, so that the clinician cannot 
assume a benign etiology of a blood loss anemia 
because of the lack of symptoms or the absence of 
occult blood in the stools. 


Accurate Diagnosis 


The accurate diagnosis of iron deficiency is very 
important because it commits one to a course of 
investigation for the source of blood loss. There 
are very few other causes of an anemia which ex- 
hibits hypochromic microcytic red blood cells on 
a well stained blood film. 
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Calculation of the red blood cell indices, par- 
ticularly the mean corpuscular hemoglobin con- 
centration (hemoglobin in grams per 100 millili- 
ters/hematocrit as per cent x 100) helps confirm 
the diagnosis if the value is less than 30 per cent, 
but this depends upon accurate determinations. 


Determination of the serum iron content and 
iron binding globulin capacity, and an iron stain 
of bone marrow particles’ may be valuable con- 
firmatory evidences of the diagnosis but are not 
essential, 


Conclusions: 


Fourteen case histories have been presented to 
emphasize the value of repeated x-ray examina- 
tions of the gastro-intestinal tract in patients with 
persistent iron deficiency anemia. In these patients 
occult carcinomas, especially in the ascending co- 
lon and stomach, were found because of persistent 
efforts to establish the etiology even though initial 
x-ray examinations were reported to be negative. 


Although no incidence has been determined, this 
is not an uncommon occurrence in the hospital 
population. The value of early diagnosis is in giv- 
ing a better prognosis, especially in lesions of the 
colon, The reasons for the delay in making the 
diagnosis, as in other cancers, can be divided 
among the patient, the x-ray department and the 
attending physician. 

An increasing awareness of the significance of 
an iron deficiency anemia on the part of the 


physician and x-ray departments will decrease the 
delay from those sources. 


101 South: Pennsylvania Ave., Roswell, N.M. 
University Hospitals, Cleveland. 
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Use of Safety Closures for 
Drug Containers Advocated 


Widespread use of safety closures for drug con- 
tainers is advocated by a North Carolina pedia- 
trician, 

Dr. Jay M. Arena, Durham, N. C., feels that 
the adoption of safety closures for all drug con- 
tainers in common home use could reduce the 
number of cases of accidental, experimental, and 
innocent ingestion of potentially poisonous drugs 

His observations follow a study of 1,600 homes 
with children under five years of age. 

Accidental ingestion of drugs, Dr. Arena points 
out, causes 35 per cent of the deaths from poison- 
ing of children in the one to five age group. Inci- 
dence of poisoning from drugs is much greater 
than from household agents. 

He says, “There is little wonder that poisoning 
is so frequent in infants and children who learn 
by exploration, questioning, sampling, and trial 
and error. They are particularly susceptible to the 
accidental ingestion of brightly colored, attrac- 
tively shaped and packaged, sugar-coated drugs 


of all kinds.” 


To overcome this problem, Dr. Arena believes 
that all available safety measures and precautions 
should be utilized. Education alone is not enough. 
“Precautionary labeling and safety closures are 
good measures in the prevention of these 
tragic accidents,” he added. 


Purpose of the study was to test three closures 
—two of the safety cap variety and one conven- 
tional screw cap—to determine which would be 
the most effective in reducing the chance of small 
children gaining access to drug containers, 

It was also necessary for these safety caps to be 
designed and constructed so that mothers could 
remove and replace them with a_ reasonable 
amount of ease and convenience, the doctor said. 

As a result of the study, Dr. Arena favors the 
use of a plastic, snap-on type cap. He said that 
this closure proved to be the most difficult for 
children to remove and the easiest for them to 
replace. 

The doctor feels that the ability of easy re- 
placement is valuable since it implies that older 
inquisitive children can prevent younger infants 
from gaining access to containers. 

In addition, this cap was voted by mothers as 
the one in which they felt was the easiest to se- 
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curely replace. This is significant, Dr. Arena said, 
since a loose cap means an open container. 

He considered that the children’s difficulty in 
removing the plastic cap and their mothers’ ease 
in removing and replacing the closures made it 
the choice from both the manufacturers’ and the 
families’ standpoints. 

Dr. Arena is affiliated with the department of 
pediatrics, Duke University Medical Center. 





AMA, Health Service Library 
Institute “Index Mediucs” 


The American Medical Association and the 
United States Public Health National 
Library of Medicine in Washington announced 
jointly that, beginning Jan. 1, 1960, they will 
institute a new program, the “Index Medicus,” 
for the indexing of medical literature which is 
estimated at 220,000 articles annually. 


Services’ 


The new system, which calls for mechanizing 
the composition of the index itself, will not only 
speed up the reference service to physicians, but 
it will also be less costly. 

SOUTHWESTERN MEDICINE, which has 
been listed in the “Quarterly Cumulative Index 
Medicus” of the AMA, will be listed in the “In- 
dex Medicus.” 


January 1960 


Beginning with the issue of January 1960, the 
“Current List of Medical Literature,” published 
by the National Library of Medicine, will appear 
in a revised format, using improved composition 
techniques, and will be renamed “Index Medicus.” 
The new “Index Medicus” will be published 
monthly by the National Library of Medicine, 
and will be available on a subscription basis 
through the Superintendent of Documents, Gov- 
ernment Printing Office. 


The AMA will publish annual cumulated vol- 
umes of the new index, which will be known as 
the “Cumulated Index Medicus,” beginning with 
the volume for the calendar year 1960. The AMA 
will bear the cost of publishing the “Cumulated 
Index Medicus,” independently of the National 
Library. In publishing this index the AMA will 
use cumulative copy, in the form of film nega- 
tives, prepared and furnished by the National Li- 
brary of Medicine. 
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Dr. Babey 


Edited By ANDREW M. Basey, M.D., Las Cruces, N.M. 


APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 
(Continued ) 


33. “Never commit yourself to a definite diag- 
nosis of intracranial tumour without having pre- 
viously made a careful examination of the urine 
and of the heart, arteries and blood pressure—un- 
til in short, one has excluded Bright’s Disease.” — 
Byron BRAMWELL, Clin. Studies, R. & R. Clark, 
Edinburgh, 1905, vol. 3, p. 343. 


34. Sternocleidomastoid breathing when the 
chin goes up with each inspiration . . . 999 out of 
a 1000 cases will die in a short time. R. Casor, 
New England J]. Med., 199: 39, 1928. 


35. “A moderate amount of itching (of skin 
with rash) does not exlude syphilis, but it is un- 
usual to get itching in the early eruptions of 
syphilis.’"—G. Guy Lane, New England J. Med., 
199: 901, 1928. 


36. “Many people have a true shaking chill 
with nothing but a sore throat.”—R Casor, New 
England J]. Med., 198: 406, 1928. 


37. “... any patient with arthritis and renal 
disease should be suspected of gout.”—J. Hat- 
sTEAD, New England J]. Med., 218: 727, 1938. 


38. “. . . in nine cases out of ten when a 
patient complains of a bone sticking in the throat, 
the bone will be found in the tonsil.”—W. M. 
Mo uison, Guy’s Hosp. Gazette, Oct. 29, 1921, p. 
439. 


39. “I do not think enlarged epitrochlear 
glands mean anything as to syphilis.” R. Casor, 


New England J]. Med., 95: 592, 1926. 


40. “Excluding carbon monoxide and hydro. 
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cyanic acid poisoning—diabetic coma is the only 
clinical condition in which there is a combination 
of a healthy colored skin and shortness of breath 
at the same time; in every other condition, dys- 
pnoea is accompanied either by pallor or cyanosis.” 
I. RasinowitcH, Diabetes Mellitus, MacMillan, 


Toronto, 1933, p. 41. 


41. “Pityriasis Rosea is not infrequently mis- 
taken for syphilis and I am sure that many such 
cases have had antiluetic therapy and have lived 
under the stigma which syphilis carries with it.”— 
C. Guy Lane, New England J. Med., 199: 901, 
1928. 


42. “Testicular sensation is lost early in syphi- 
litic affections of the testis, but late in neoplasms.” 
—Hamitton Battey, Diseases of the Testicle, H. 
K. Lewis & Co., London, 1936. 


43. “In children I have known profuse nose 
bleeding results from the administration of salicy- 
late of sodium.”—Byron BRAMWELL, Clinical 
Studies, R. & R. Clark, Edinburg, 4: 21, 1906. 


44. “... acute arthritis occurring a short time 
after an operation is nearly always gouty arthritis.” 
J. Hatsteap, New England J. Med., 218: 727, 
1938. 


45. “. . . the diagnosis of spinal metastases 
from a lesion in the gastro-intestinal tract is rarely 
made by X-ray. You can scrape out the entire in- 
side of a vertebra and so long as you leave the 
cortex, you cannot see anything wrong with it by 
X-ray.” A. Hampton, New England J]. Med., 219: 
357, 1938. 
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46. “Herpes in general diseases occurs most 
commonly in pneumonia, meningitis, malaria and 
miliary tuberculosis.” — Stevens, Medical Lec- 
tures, 1923. 

47. “100% of typhoid patients will show signs 
of bronchitis early in the disease.”—STEvENS, Med- 
ical Lectures, 1923. 

48. “In a patient who previously had malaria 
with enlargement of the spleen, typhoid fever 
causes a much larger spleen than usual.”—STEN- 
GEL, Medical Lectures, 1922. 


Examine Teeth 


49. “In seeking a cause for torticollis, don’t 
fail to examine the teeth.”—W. BriICKNER AND E. 
MoscucowirTz, Surgical Suggestions, 
Co., N. Y., 1906. 

50. “One of the curses of medicine today is 
our tendency to worry before the patient about a 
1+ Wassermann reaction, a basal metabolic rate 
of — 15, a blood sugar of 120, a blood pressure of 
100, an exaggerated haustration of the colonic 
shadow, two fecaliths in the appendix, a slightly 
slowed emptying of the gall bladder, or an inverted 
T-wave in lead III. Unless the young graduate in 
medicine soon acquires the wisdom to disregard 
these things and above all to keep quiet about 
them, he becomes a fertile breeder of neuroses.” — 
WatTeER ALVAREZ, Proc. Staff Meet. Mayo Clin., 
10: 95, 1935. 


51. “It has been repeatedly observed that once 


Surg. Pub. 


a patient recovers completely from an attack of 
acute nephritis, he seems to be highly resistant to 
another attack and he often has repeated hemo- 
lytic streptococcal infections later without develop- 
ing nephritis."—Cuester Keerer, Texas State J. 
Med., 35: 462, 1939. 

52. “When a patient with polycythemia com- 
plains of acute abdominal pain one entertains the 
possibility of either a vascular accident or a per- 
forated gastric or duodenal ulcer. Both conditions 
are fairly common in this disorder—CHESTER 
KeeFer, New England J. Med., 213: 325, 1935. 





Alcoholic Abnormality 


53. “In alcoholism, however, one can set hard- 
ly any limit to the amount of urinary abnormality, 
which may be transitory, disappearing as the alco- 
hol is eliminated.”—RicHarp Casot, Case Re- 
cords, M. G. H. # 3163, Oct. 31, 1916. 

54. “Sleeping with the eyes half open in a 
seriously ill patient (has) grave significance.”— 
Epwin BRAMWELL, Lancet, 1: 761, 1939. 
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55 “ce 
absent than present, renal colic is very uncommon 
and radiation of pain to the genitalia is exceed- 
ingly rare.’—PauL WuireE AND R. Porter, New 
England J. Med., 224: 729, 1941. 


. in renal infarction, pain is oftener 


56. “The continued use of the roentgen ray as 
a substitute for mental activity on the part of the 
practitioner can result only in a failure to develop 
a clinical sense so much needed today in the prac- 
tice of medicine.”A. Aaron, Pennsylvania M. J., 
42: 866, 1939. 


57. “There is no field of practical importance 
related to human well-being in which there is 
greater opportunity for dogmatism and quackery, 
for pseudoscience and unwarranted presumptions 
and proscriptions than in the domain of our daily 
diet.”—-MENDEL, quoted by E. Catrucart, Lancet, 
1: 590, 1940. 


58. “The word “burning” is used by the Jews 
far more often in describing their symptoms than 
by any other race, and as a rule, patients who use 
this term turn out to be free from organic disease.” 
—Ruicuarp Casor, Differential Diagnosis, W. B. 
Saunders, Phil., 1920, Vol. 1, p. 227. 


Further Investigation 


59. “It makes no difference whether pus cells 
in the urine are clumped or single. The demon- 
stration of more than 2 or 3 pus cells in the low 
power field of an uncentrifuged specimen (in a 
male) demands further investigation.” —MEREDITH 
CampBELL, J. M. Soc. New Jersey, 38: 14, 1941. 


60. “No cell should be called a pus cell unless 
it contains the polymorphic nucleus which we com- 
monly designate as the pawnbrokers nucleus. If it 
cannot be demonstrated the cell is not a pus cell.” 
—MErREDITH CAMPBELL, loc. cit. 


61. “No patient with urinary infection should 
be considered cured until at least two negative 
cultures of aseptically collected specimens have 
been obtained.” —MeErREDITH CAMPBELL, loc. cit. 


62. “The man who has had a major attack of 
paroxysmal .cardiac dyspnoea may never again be 
as well as he was before, and his tenure of life be- 
comes as uncertain as that of the victim of acute 
coronary occlusion. The heart muscle cannot be 
relied on thereafter.,-—-CHARLES WOoLFERTH, M. 
Clin. North American, Nov. 1938, p. 1746. 
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Charge For Phone Advice? We’ve Made It Pay 


By Rupovpu A. Jaworsk1, M.D., and ALEX ANDER A. JaworskI, M.D., Pawtucket, R. I. 


SOUTHWESTERN MEDICINE is publishing the following article, reprinted by permission 
from MEDICAL ECONOMICS (Copyrighted, 1959, Oradell, N. J]., April 13, 1959 issue), and the 


Editors would be interested in having the reaction of its Southwestern readers. 


Too many G.P.’s and pediatricians apparently 
feel they’re inferior medical men. These two 
groups have the lowest hourly and annual net 
incomes of any in the profession. And one big 
reason is their timid and apologetic approach to 
any frank discussion of proper fees. 


Recently in MEDICAL ECONOMICS one pediatri- 
trician told how, after much soul-searching, he’d 
started to charge $1 for some of his phone calls. 
He emphasized that his purpose wasn’t to in- 
crease earnings (perish the thought!) but merely 
to reduce the number of unnecessary calls. 


Well, we think he’s putting the cart before the 
horse. Telephone consultations are an _ honest, 
valuable, and important part of modern medical 
practice. The doctor deserves a fee for such 
service just as for any other service requiring his 
time and knowledge. Why be apologetic about it? 


Partnership 


We’re a two-man pediatric brother partner- 
ship in Pawtucket, R. I., and we’ve been charg- 
ing for phone advice for more than two years 
Even in summer, we were getting twenty to 
twenty-five calls a day, We resolved to try the 
policy, hitherto unheard-of in our town or our 
state, of charging for these calls and thereby 
abolishing our largest area of unpaid service. 
We'd like to tell you frankly of the financial 
gains this has brought us—an increase in annual 
net earnings of about $3,500 apiece from the 
phone fees alone, plus a considerable gain from 
the higher patient load this policy enables us to 
handle. We feel that such a candid recital may 
stimulate other doctors to follow suit—as indeed 
they ought to. So, briefly, here’s the story: 


By the end of our third partnership year, our 
practice had expanded nicely. Our net incomes 
were already above the national average for 
pediatrics. Yet they were far short of those of 
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local men in other specialties. What to do? We 
decided to experiment. 


Tapping Another Source 


Each of us was receiving thirty to forty phone 
calls a day from parents during the winter months. 

We were uncertain, naturally, of what reper- 
cussions this might bring. So we decided to send 
out no general notice or explanation. Instead we 
merely put up in each examining room a 3x5” 
card on which the following simple announcement 
had been typed: 
eerrere ve Te $1 


After three months, we took down the cards 


ALL PHONE CALLS 


and began billing for our new phone fees. 

The policy succeeded from the start. During 
its first year, only five or six parents asked us 
why we’d billed them for phone calls; the second 
year, only one or two. 


How to Explain It 


We’ve found the best explanation to be short, 
positive, and nonapologetic. We simply state: 
This policy is new; other doctors in other states 
are also starting to charge for phone service; we 
feel it’s of value just as are hospital, house call, 
and office services. 

Though we announced that our fee is $1 for 
all calls, some calls we don’t consider it prudent 
to bill for. These include calls handled by our 
nurse or secretary, calls inquiring about hospital- 
ized patients, calls concerning patients under 
three months of age, and calls from druggists. 


But if and when other local doctors adopt 
phone fees (none have yet), we plan to charge 
for absolutely all calls except those that result in 
a home, office, or hospital visit. 


Few Losses 


Our phone fees have lost us few if any patients. 
In fact, the policy has gained us a good many. 
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For by reducing the volume of our phone calls by 
half, it’s helped us increase our hourly patient 
load. This of course has meant considerably more 
with no new overhead expense. 





income 


As for the added net income the phone fees 
themselves have brought in, it has, as we’ve said, 
been running at an annual rate of $3,500 each. 
We figure this on the basis of sixteen to twenty 
daily calls apiece in winter, and ten to twelve the 
rest of the year. 


We maintain no specific telephone hours. We 
tell our patients to feel free to call us at any 
time, at the office or at home, But we do advise 
them we can be most easily reached early in the 
morning before house and hospital visits, and all 
during our afternoon office hours. 


Another financial benefit that phone fees should 
eventually bring us is a $500 income tax deduc- 
tion for using our homes as part-time places of 
business. So far, though, revenue agents have dis- 
allowed this. They grant that the deduction ap- 
pears valid enough. But they say it’s too novel, 
that we'll have to wait till phone fees become 
in Rhode before that 


more customary Island 


kind of deduction can be allowed. 
Accident Cases 


However, in accident cases involving payments 
to us by insurance companies, our itemized phone 
fees have never been questioned as unreasonable. 
They’ve always been paid in full. 


Recently our bill for a patient covered by a 
comprehensive insurance plan was investigated by 
the insurance company because we'd included 
phone fees. But after we’d shown that such 
charges had been customary in our practice for 
two years, the company paid us promptly. 


So it seems to us that because of the quicken- 
ing spread of such comprehensive plans that cov- 
er all “necessary, reasonable, and customary” 
doctor’s services, it’s advisable for doctors to 
establish their phone fees now. Otherwise, they 
may find it difficult in the future to collect them 
as “customary” from these plans. 


For this and other practical reasons, we think 
our relatively underpaid pediatric and G.P. col- 
leagues should institute phone fees at once. And 
without apology. For certainly none is called for. 





Homecoming Meeting 


The American College of Chest Physicians will 
hold its homecoming meeting in Albuquerque, 
Oct. 14-17, 1959, with headquarters in the West- 
ern Skies Hotel. The meeting will celebrate the 
founding of the College in Albuquerque in 1934. 
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THE BOM Rx FOR COUGH CONTROL 


cough sedative/ antihistamine / expectorant | ] 


e relieves cough and associated symptoms 

in 15-20 minutes e effective for 6 hours or longer 
® promotes expectoration e rarely constipates 

e agreeably cherry-flavored 

Each teaspoonful (5 cc.) of Hycomine contains: 
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Hycodan® 
Dihydrocodeinone Bitartrate . 5 mg. } 
(Warning: May be habit-forming) 6.5 mg. 
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Pyrilamine Maleate. . . . 12,6 mg. 
‘Ammonium Chloride . . . . . . . 60mg. 
Sodium Citrate. . . . Are gee 
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Case 1217 


Presentation of case by Mario Patarox, M.D. 


History—Dr. Nathan Kleban: 


While lifting a board at the lumber yard where 
he worked, a 58 year old Latin-American man 
felt severe pain medial to the inferior portion of 
the right scapula, Narrowing of the interspace be- 
tween the sixth and seventh thoracic vertebrae 
was noted on X-ray films. 


Two months later the patient walked into an- 
other hospital. Temperature was 100, blood pres- 
sure 140/90. No abnormal physical findings were 
recorded, An X-ray film of the chest was reported 
negative. The sixth thoracic vertebra had partially 
collapsed, Spinal fluid pressure was equivalent to 
200 mm of water, sugar 74 mg. percent, protein 
138 mg. percent. Cerebro-spinal fluid VDRAL 
was negative. Almost complete block by what was 
interpreted to be an extradural mass at T-6-7 was 
demonstrated by myelogram. 


Laminectomy of T-6-7 was performed, with 
exploration of the spinal canal and removal of a 
segment of tumor mass for biopsy. Pathological 
report was granulomatous lesion compatible with 
tuberculosis, 


Following surgery there developed paralysis of 
the legs and of the urinary bladder. Three days 
later streptomycin 1.0 gm. bid, iproniazid (Mar- 
salid) 100 mg. tid and paramino salicylic acid 
12.0 gms. daily were started. Within 10 days a low 
grade fever had subsided to 99 or below, 


The patient was transferred to this hospital 
about one month after surgery. 


No Serious Illnesses 


There were no serious illnesses and no surgery 
before the present illness, There was no history of 
known pulmonary tuberculosis. On Mar. 10, 1953, 
six years before, an X-ray film of the chest was in- 
terpreted as being within normal limits except 
for elevation of the right diaphragm. There was 
no known family history of tuberculosis. 
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On admission the patient complained of pain 
in the right leg. He was on a Styker frame. A 
urinary retention catheter was in place. There was 
a healed surgical scar on the back. Decubitus 
ulcers were present. Over a two month period X- 
rays of the dorsal spine demonstrated collapse of 
T-6, fairly good preservation of the joint spaces 
and inceased density on both sides of the dorsal 
spine. 


The same medication was ordered, but the 
patient was given isoniazid in place of iproniazid. 
Urinary tract infection was also treated. There 
was little change at time of discharge. 


Re-Admitted 


One week later the patient was re-admitted be- 
cause of urinary retention. There were decubitus 
ulcers, A diagnosis of neurogenic bladder was 
made following cystoscopy. Hemoglobin was 10 
gms., NPN 37 mg, percent, urine contained albu- 
min, pus cells and coliform organisms. 


Treatment consisted of urinary bladder cathe- 
terization and methenamine mandelate (Mande- 
lamine). The patient was discharged after 25 
days. 


Two years later the patient was admitted to 
El Paso General Hospital for the third and last 
time. It was said that he was unable to give an 
interval history because of confusion. 

Physical Examination: 


T. 99 P. 70 R. 16 B.P. 90/70. 


The patient complained of severe leg cramp, 
skin There decubitus 
ulcers. The balance of the physical examination, 
including chest, heart, abdomen and neurological, 


turgor was poor. were 


was said to be within normal limits. 


Hospital Course: 


Saline soaks were applied to the decubitus 
ulcers. Meperidine (Demerol) was given for pain. 
The patient developed shock 24 hours after ad- 
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mission. An electrocardiogram was said to show 
myocardial infarction. 


Cedilanid and L-arterenol (Levophed) had no 
effect on the shock. From the right chest 1550 cc. 
of dark blood was removed shortly before death 
36 hours after admission. 


Laboratory Findings (Last admission) 


Blood count—1-29-59—Hb. 14.3 gm., Ht. 40%, 
WBC 9,100, Stabs. 2, Segs. 53, Lymphs, 36. 


Urinalysis—1-29-59— (voided) cloudy, alkaline, 
S.G. QNS, albumin 4+; sugar negative, WBC in- 
numerable. 


Chemistry: — 1-29-59 — Glucose — 112 mg.%, 
Urea Nitrogen—13.5 gm.% 

1-30-50—Cell block from thoracentetic fluid, 
negative for tumor cells. 


X-ray—1-29-59—Re-examination of the chest 
and comparison with previous study now reveals 
obscuration of the entire hemithorax by an 
effusion, and an accompanying exudate on the 
pleura. There is no significant shift of the media- 
stinum. 


The remainder of the chest reveals no signifi- 
from the previous examination. 
Conclusion: Pleural effusion with thickened pleura 
on the right. Smears recommended for 
further evaluation. 


cant change 


are 


Clinical Discussion—Dr. Mario Palafox: 


This was a 50 year old Latin-American man 
whose presenting complaint was severe pain 
medial to the inferior portion of the right scapula 
and narrowing of the interspace between the sixth 
and seventh thoracic vertebrae, which was seen 
on X-ray. 


X-Ray Discussion—Dr, Vincent Ravel: 


The first films were taken in a private labora- 
tory immediately after the man experienced the 
pain and other X-rays were taken at Hotel Dieu 
later. We don’t have these films but this set of 
films was taken in 1956 and this pain occurred 
in 1956, three years before his death. 


Dr. Palafox: 


This man had sudden severe pain and I was 
looking for the abnormal and statistically infre- 
quent such as multiple myeloma, Inasmuch as this 
case was presented as a CPC I presumed it was 
something unusual such as multiple myeloma. 
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However, after reading the rest of the protocol I 
changed my mind. 


There is nothing else in the protocol that indi- 
cates multiple myeloma except the sudden onset of 
pain. The next thing I noticed was that the man 
had a low grade fever and the X-rays, presumably 
taken at Hotel Dieu, showed partial collapse of 
the sixth thoracic vertebra. A myelogram at that 
time revealed a complete block between the sixth 
and 7th thoracic vertebrae. This was followed by 
a laminectomy. 


The operative report at that time states that a 
tumor mass was removed and after the removal 
paralysis of the urinary bladder and legs occurred. 
Microscopic examination revealed a granuloma- 
tous lesion compatible with tuberculosis, Appar- 
ently the patient developed paralysis following the 
surgery and was discharged from Hotel Dieu and 
brought to this hospital one month after surgery. 


Further Reading 


Further reading says there was no history of 
known pulmonary tuberculosis, Then all along 
this protocol I read the word decubitus ulcers. 
I would just like to say a few words about de- 
cubitus ulcers. In the old days patients with 
broken hips, or paraplegia or some other kind of 
cord lesion used to die of pneumonia. 


About two years ago I heard a discussion of this 
in Chicago at the Academy and they said that the 
main complaints or complications now arising from 
broken hips are decubitus ulcers; they also claimed 
that decubitus ulcers indirectly or directly kill 
more patients than any other cause; so when I 
saw this I wondered whether this patient wasn’t 
emaciated from decubitus ulcers, 


At this point I think we ought to discuss the 
films. 


X-Ray Discussion—Dr. Ravel: 


The survey films of the chest showed no cardiac 
lesion, The main lesion of course is the compres- 
sion deformity of the sixth thoracic vertebra and 
the soft tissue mass above it. When we see a col- 
lapsed vertebra with a soft tissue mass above it we 
think naturally in terms of cold abscess. 


However, usually the radiographic picture is 
that of a vertebra, disc and vertebra. Here, how- 


ever, we have well maintained interspaces above 
and below the lesion and this from the radio- 
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graphic standpoint tends to exclude, but not en- 
tirely, a tuberculous spondylitis. 


Metastatic Lesion 


In the final episode there is a large massive 
effusion here which again could be inflammatory. 
One could think here about a metastatic lesion to 
the sixth thoracic vertebrae but I have no sug- 
gestion as to where the primary would be. 


As far as multiple myeloma is concerned there 
is no evidence in the vertebrae or ribs to indicate 
a myelomatous lesion. 


Dr. Palafox: 


However, not infrequently you find multiple 
myeloma with a lesion in only one location. 


Dr. Ravel: 


I wouldn’t say not infrequently. 


Dr. Palafox: 

Well, [ll give you some statistics. More often 
you don’t find the disseminated type than you do. 
The single is more frequent than the disseminated 
type. 


Dr. Ravel: 


That hasn’t been our experience. 


Dr, Palafox: 

I presume the patient had a neurogenic blad- 
der. Diagnosis was made by a neurologist. Subse- 
quently there was a bladder infection for which 
he was treated. 


On his last admission he developed shock 24 
hours after admission. An electrocardiogram was 
done at this time and showed a myocardial in- 
farction, This I presume killed the patient. 


Fifteen hundred cc. of dark blood was aspirated 
from the lung. It was a fairly aseptic tap, most 
commonly in this type of tap one finds tuber- 
culosis. 


Biopsy Done 


Anyway, although the diagnosis was question- 
able at first, a biopsy was done and the pathologist 
called it tuberculosis, I therefore base my diag- 
nosis on the fact that this was a tuberculosis-like 
lesion removed from the vertebral bone, that the 
patient had symptoms referable to this lesion 
and therefore I must assume that this was tuber- 
culosis and not a malignancy. 


642 


I assume that the urinary disease of the patient 
was secondary to his cord bladder. 


Summarizing, we would like to know what 
killed the patient. I think coronary heart disease 
killed him, Secondly, what was the lesion of the 
spinal cord? I think it was a tuberculous spondy- 
litis. 


This lesion was surgically attacked and prob- 
ably a cold abscess was entered into and secondary 
tuberculous meningitis followed. In addition there 
were decubital ulcers, I believe this was the diag- 


nosis. 


Dr. Frederick P. Bornstein: 

I picked this case to a certain extent because 
this type of granulomatous lesion has become 
pretty rare. What are your principles of manage- 
ment at the present time for this kind of possible 
bony tuberculosis ? 


Dr. Palafox: 


As to management, 50 percent of these bone 
lesions have lung involvement, The bone is just a 
manifestation of the central disease in the lungs. 
The lung lesion needs medical management. If 
there is no lung lesion present we proceed to treat 


the bone. 


If a joint is involved we feel that immediate 
radical surgery is required, This was not the case 
here. Treatment in a man of his age would be 
conservative. For the rest, I believe in using the 
well known medications, namely, streptomycin, 
marsalid and paraminosalycilic acid, using two at 
a time so as to rest the patient in between. You 
alternate medications, which seems to give better 


results. 


There is one test I learned from Dr. Campos in 
Brazil. In Brazil bone tuberculosis is very common, 
so common that they have hospitals for bone 
tuberculosis alone, He told me that in his exper- 
ience a rise in the lymphocytic count combined 
with a fall in the monocytic count, is a good index 
to do surgery. In this patient I would have recom- 
mended conservative treatment, immobilization, 
most probably cast or brace, and watch him along, 
and for the rest, treat him with chemotherapy. 


Dr. Zigmund Kosicki: 


I just have one short comment to make on 
tuberculosis of the bone, The ratio of lymphocytes 
to monocytes did not prove too successful as a 
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guide in our hands for the decision when to 
operate and when not to operate. In our exper- 
ience (and this is a very rough gauge), the weight 
of the patient, the clinical appearance of the 
patient, turned out to be the best guide. 


When the patient begins to eat, and when the 
patient begins to gain weight, and looks good, we 
feel that is the time to start surgery. That of 
course is a rather nebulous standard, but it is a 
good one. Some children, some young adults, may 
be on the ward only a couple of months before we 
start surgery; others may be kept in for as long 
as a year or two before surgery can be attempted. 


The other thing I would like to mention is the 
use of the old method of a Bradford frame for 
tuberculosis of the spine and Pott’s disease, It was 
the feeling in our group where I trained that 
Pott’s disease is best treated by encouraging de- 
formity. 


Nature is kind to the patient and attempts to 
heal the abscess by gibbus formation and for 
many years it was the practice to put children and 
young adults in Bradford frames and hyper-ex- 
tension, opening up the cavity and maintaining it 
open. 


It was our feeling that the Bradford frame was 
contra-indicated. We allowed the patient simply 
to lie in bed to allow collapse of the spine. We 
disregarded the deformity and primarily ‘treated 
this as an abscess, and if the abscess got big or 
began to point or became a problem, then it was 
attacked surgically. 


Dr. Palafox: 

One more comment about the radiological find- 
ings, It is true that most commonly the interspace 
is involved in tuberculosis in an adult. In chil- 
dren’s type the infection follows the blood stream 
with central destruction and after the central part 
of the vertebra is destroyed, it collapses. 


This also may occur in adults and this may 
explain the reason why the interspaces are main- 
tained in this case. 


Dr. Bornstein: 

The pathological report was granulomatous 
lesion compatible with tuberculosis. Now what 
you can gather from this report definitely is that it 
was not a tumor but a granuloma. 


In the old days we probably would have simply 
said tuberculosis, but we have learned that if we 
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cannot demonstrate acid-fast organisms in a 
country of coccidioidomycosis, we better be care- 
ful and say granuloma. 


s . . . 

But in evaluating the patient you can say and 
can trust the fact that you are not dealing with a 
tumor problem but with a granulomatous lesion. 


Dr. Postlewaite: 


The problem of extrapulmonary tuberculosis in 
this country does not present the same type of 
difficulty as it does across the river where you deal 
with Bovine tuberculosis, In this country nearly 
all extrapulmonary tuberculosis originates from a 
primary source in the lungs. In the cases across 
the river, bone and genital tuberculosis may be 
present without lung because Bovine 
tuberculosis can be transmitted without showing 
a lung lesion. 


lesions 


As I commented before, bloody effusion in the 
pleural cavity to most people primarly indicates 
malignancy. Other causes may be ruptured ves- 
sels, eroded vessels, but probably the least common 
cause in a hemorrhagic effusion is tuberculosis. 


You would be more apt to find it in coccidioi- 
domycosis by virtue of its dissemination and 
erosion of vessels than you would in tuberculosis. 


In addition we have to account for the cardiac 
problem, myocardial infarction, which we have 
to differentiate from pulmonary embolism in the 
terminal picture. 


Clinical Diagnosis: Decubitus ulcers 
Dr. Palafox’s Diagnosis: Coronary heart disease, 
tuberculous spondylitis 


Pathological Diagnosis: 1. Acute hemorrhagic in- 
farction, posterior wall, left ventricle; 2. Tuber- 
culous osteomyelitis with compression of spinal 
cord; 3. Pulmonary tuberculosis 


Pathological Discussion—Dr. Bornstein: 

This man had so many diseases that I think I 
will simplify matters by simply reading all the 
anatomical diagnoses, He had a pulmonary tuber- 
culosis with effusion on the right side with cavita- 
tion in the right upper and lower lobes. 


He had a tuberculous osteomyelitis with com- 
pression of spinal cord. He had a fresh hemor- 
rhagic infarction of the posterior wall of the left 
ventricle. He had a fatty cirrhosis of the liver with 
ascites. He had a cord bladder with hydroureters 
due to chronic myelitis and leptomeningitis which 
at that time was nonspecific. 
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So you can see everything was wrong with the 
man. I bring the case up because, first, we don’t 
see bony tuberculosis very often and it’s a good 
time to discuss the matter, and secondly it shéuld 
be called to the attention of everybody, especially 
the house staff, that you cannot always cover all 
symptoms with one diagnosis. 


This man had at least three independent dis- 
ease conditions—he had coronary heart disease, 
he had tuberculosis affecting several organs, either 
by the tuberculosis or by the break-down of the 
spinal cord, and a fatty cirrhosis of the liver in 
addition. 

One Slide 


I just want to show one slide of the section of 
the bone. On histological examination we found 
a destructive, caseating granulomatous lesion in 
the vertebra. We were not able to demonstrate 
acid-fast organisms but I believe in connection 
with the pulmonary findings, we can call this 
tuberculosis without difficulty. 


On this side are bony fragments, on the left 
you can see an area of epithelioid cells, a poorly 
differentiated Langhans giant cell in the center, 
and you can see caseation necrosis on the other 
side. This is essentially a picture of typical tuber- 
culosis. 


Together with the characteristic lesions of the 
lungs, and in the absence of coccidioidomycosis 
which would perhaps act a little bit differently, I 
think even without demonstrating acid-fast organ- 
isms, we can be convinced that this man had 
tuberculosis. 





Houston Hospital Adds 
Psychiatric Beds 


Hedgecroft Hospital, of Houston, under its 
new administration, has converted 30 of its 42 
beds to the care of the psychiatric patient. It 
has, on its open but controlled medical staff, 18 
of the 42 Houston psychiatrists. 


The hospital’s physical facilities include Physi- 
cal Therapy, Occupational Therapy, Recreational 
Therapy (including indoor swimming pool), Med- 
ical Social Service, Psychology, Nursing Service, 


and E.C.T. 


The hospital is fully approved by the Joint Com- 
mission on Accreditation of Hospitals. 
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Arizona Granted $135,000 
For Medical School Study 


The Commonwealth Fund of New York has 
granted to the board of regents of the Universities 
and State College of Arizona $135,000 for a study 
of the need for a medical school in Arizona. 


John G. Babbitt, chairman of the Medical 
School Committee of the Board of Regents an- 
nounced the award following notification from 
Malcolm P. Aldrich, president of the Fund, to Dr. 
J. Byron McCormick, adviser to the Board of 
Regents. 


The Regents submitted to The Commonwealth 
Fund a plan for a study which would determine 
the need for a medical school in Arizona. If the 
need is shown, then the survey would make rec- 
ommendations as to the location of the medical 
school and as to the type of school and length of 
course it should offer. 


John G. Babbitt of Flagstaff is chairman of the 
Regent’s committee and Elwood W. Bradford of 
Yuma and Samuel H. Morris of Globe are mem- 
bers, Following hearings held in Flagstaff July 11, 
1958, on the need for a medical school, Babbitt 
reported to the Board on Sept. 6 and recommend- 
ed that the Board authorize Dr. J. Byron McCor- 
mick to pursue the possibility of obtaining funds 
to investigate the necessity and desirability of es- 
tablishing a medical school in Arizona. 


The Board approved Mr. Babbitt’s recommen- 
dation and on November 14 appointed Dr, Rich- 
ard S. Poor, provost of the Health Center of 
the University of Florida, to prepare a plan for 
the proposed survey. On Feb. 18, 1959, the Board 
approved the proposed plan which described in 
detail the staff needed for a careful survey, the 
method of operation and the budget. 


Year Needed 


It is estimated that a year will be needed to 
complete the study. The study will be organized 
and conducted as a purely objective project and 
will employ consultants in many fields to review 
staff work and policy judgements. After review of 
each major aspect of the problem, the results will 
be presented to the public through the press, by 
public addresses and by group discussions. 


The program will include several advisory 
boards of governmental, lay and medical people to 
meet with the staff and to discuss with them fully 
all aspects of the study. 
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for quick, effective relief 


« Antiallergic, antispasmodic, demulcent 
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Each fluidounce of AMBENYL EXPECTORANT 
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Ambodryl® hydrochloride (bromodiphenhydra- 

mine hydrochloride, Parke-Davis) . 24mg. 
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From W ashington* De ees a 


Congress this year failed to take final action on 
any legislation of major interest to the medical 
profession except for the annual appropriation for 
medical research. 


However, work was started on three measures 
of particular concern to physicians—the Forand, 
Keogh-Simpson and international health research 
bills. Showdown votes on them are probable next 
year. If there are not votes next year, they will 
die and must be reintroduced in 1961 if they are 
to be considered further by Congress. 


The House Ways and Means Committee held 
hearings on the Forand bill, but deferred show- 
down voting on it until next year. The legislation 
—which is vigorously opposed by the medical pro- 
fession, other groups on the health team and the 
Eisenhower Administration—would provide hos- 
pital, surgical and nursing home care for federal 
Social Security beneficiaries. Social Security taxes 
would be raised to help finance the expensive pro- 
gram. 


Keogh-Simpson Bill 


The Keogh-Simpson bill, after being approved 
by the House, was left hanging in the Senate 
Finance Committee. The Senate committee held 
two sets of hearings, It could vote early next year 
on the legislation which would grant income tax 
deferrals to physicians and other self-employed 
persons as an incentive to invest in private pension 
plans. 


Medical Research 


Chairman Oren Harris (D., Ark.) postponed 
until next session a vote by the House Commerce 
Committee on the Senate-approved international 
medical research bill because of a backlog of 
more urgent measures requiring committee action 
this year, He said that “a diligent effort” would 
be made during the recess to clarify a number of 
points at issue revealed in testimony before his 
committee, 


The bill calls for an annual $50 million authori- 
zation to finance a new national institute of 
health to foster international medical research 
programs and cooperation. The Administration 
opposes some of its provisions, 
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President Eisenhower and Arthur S. Flemming, 
Secretary of Health, Education and Welfare, 
made clear that they didn’t feel bound to spend 
the additional $106 million which Congress voted 
for medical research, Congress raised the $294 
million requested by the President to $400 million. 


Congress Going Too Fast 


Mr. Eisenhower expressed concern that Con- 
gress is going too fast in providing medical re- 
search funds which are administered by the Na- 
tional Institutes of Health. He warned of a danger 
that the quality. of research projects might be 
lowered and that manpower and other resources 
might be diverted from “equally vital teaching 
and medical practice.” 


He directed that every project approved must 
be “of such great promise that its deferment 
would be likely to delay. progress in medical dis- 
covery.” 


Secretary Flemming said that the President’s 
criteria would be followed conscientiously. But the 
Secretary gave assurance that the restrictions 
would not be so rigid as to hamper research by 
denying funds for worthwhile projects. 
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